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found to reduce the amount of bleeding
when the tract was slit opened thereafter.

4. The tract was cut opened along the line of the
probe with the help of the needle electrode,
switched to the ‘cut and coagulation’ mode.
This reduced the bleeding while cutting
and made the dissection smooth enough
to avoid any drag on the tissues.

5. The wound edges were coagulated with the
ball electrode kept in the ‘coagulation’
mode. This obviated the possibility of any
ooze from the wound surface.

6. The tract, along with the surrounding infect-
ed fibrotic tissue was curetted with the loop
electrode in the ‘cut and coagulation’ mode.
As cutting and coagulation were achieved
simultaneously, the brisk bleeding often
encountered in the conventional knife and
scissors dissection was avoided.

7. Finally, the edges of the wound were shaved,
using the loop electrode to create a pear-
shaped wound tapering towards the anus.
The patients were discharged on the

evening of the procedure. They were asked to

take a tablet containing 50 mg of diclofenac

sodium and 10 mg of serratiopeptidase twice a

day for seven days and, thereafter, as and when

they felt pain. The postoperative care consisted
of the application of antiseptic cream over the
wound twice a day after a warm sitz bath.

ceeeeeeeeeeeeee.. . JREULIS

The mean procedure time was 13 min-
utes. This was recorded by an independent
observer, and was calculated as the total time
required from inserting the probe in the
fistula tract to the application of dressing
over the wound.

The patients were discharged as soon as
they became fully mobilized without the need

for assistance from a nurse for personal hygiene
and dressing. As the procedure was carried out
under short-duration general anesthesia, most
of the patients were able to go home within
eight hours of the procedure.

The period off work is defined as the total
time taken to return to the usual activity of
domestic and social life at the patient’s discre-
tion. Patients operated on via radiofrequency
fistulotomy procedures were able to resume
their routine within a week of the procedure
(a mean of 4 days).

A mean of 18 doses of analgesic were
required, where one dose equaled one tablet
of the combination of diclofenac sodium 50
mg and serratiopeptidase 10 mg.

The wound healing time was taken as the
period needed for complete epithelization of
the fistulotomy wound. The average time
taken for wounds to heal was 67 days, ranging
from 42 to 75 days.

Four patients from our study were found
to have premature closure of the proximal
wound while the distal end remained un-
healed. The healed edges of the proximal
part of the wound were slit opened under
local anesthesia. Following this, the wounds
healed in two of these patients. However, in
the remaining two, they failed to heal. These
two cases were termed ‘failure of wound heal-
ing’ rather than recurrence (0.8%).

None of the patients had any interference
with continence. With a follow-up of at least
15 months, the recurrence rate was as low as
1.7% (4 out of 232 patients).

Complications

No major complications were encoun-
tered with the radiofrequency device. How-
ever, failure to monitor the exact power
requirement from the unit, in a few of the

initial cases, resulted in the use of higher
power rates than necessary, thereby causing
smoke and charring. This was rectified in the
subsequent procedures.

e ... DISCUSSION

Radiofrequency surgery uses a very high
frequency radio wave.? The tissue damage
caused by radiofrequency is superficial and
is comparable with the results from the har-
monic scalpel and laser.

Radiofrequency surgery creates minimal col-
lateral heat damage in the tissue, thus resulting in
rapid healing and leaving no ugly scar.’ The unit
does not require any recurring maintenance except
for the normal care during its handling and use.

In comparison with other treatment
techniques for anal fistula, our study pro-
duced results that were equal to or even
better than obtained using these others, such
as marsupialization,*” sphincter preserving
procedures,® coring-out technique,’ instil-
lation of fibrin glue,'*!? flap procedures,'>!*
excision of fistula and closure of internal
opening," incision, and lay-open'® using
rubber seton'” or medicated seton.!® The
improvement came in terms of wound heal-
ing, wound complications, interference with
continence and recurrence (Table 1).
ceeeeeeeeeee. . QONCLUSION

The fistulotomy procedure using a radio-
frequency technique has distinct advantages
like a short operation time, minimal blood
loss, early return to normal activity and a low
recurrence rate. We found from our study that
this method can serve as a useful addition for
improving on the results from the conventional
procedure for treating low anal fistula.

Table 1. Comparative results from radiofrequency fistulotomy and other treatment techniques for anal fistula

Observations

Our series Other series

Time for wound healing
Failure of wound healing

Recurrence

Incontinence for flatus

Incontinence for liquids
Delayed healing
Abscess formation

67 days Marsupialization: 42 days?
Lay-open: 70 days®
0.8% Fibrin glue: 29 %7 — 100%®
Flap: 36%°
1.7% Sphincter preserving procedure: 5%'°
Marsupialization: 10%!"
Seton: 22%!?
Flap: 33%'3
Fibrin glue: 40%'4
None Lay-open: 10%'®
Marsupialization: 20%¢
None Excision of fistula with closure of internal opening: 11%!
None Open coring-out (function-preserving) technique: 15%'7
None Medicated seton: 3-5%!®
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